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Abstract 
Background: African American women are the most at risk population for poor perinatal birth 
outcomes in United States. To eliminate these ethnic and racial perinatal disparities, The United 
States Department of Health Resources and Services Administration (HRSA) adopted the Life 
Course Perspective conceptual framework (Fine & Kotelchuck, 2010). The Centers for Disease 
Control and Prevention (CDC) implemented these life course preconception care interventions 
and policies to improve birth outcomes and maternal health and well-being across women’s, 
especially poor women’s, lifespans (Lu &  Halfron, 2003). Pender’s revised Health Promotion 
Model supports the framework by adding a nursing explanation of how an individual can 
improve their own health promoting lifestyles (Gillis, 1993). In particular, the nursing model has 
an accompanying tool titled the Health Promotion Lifestyle Profiles II (Walker, Sechrist, & 
Pender, 1995) that measures an individual’s characteristics and health promotion behaviors.   
Therefore, the aim of this study is to utilize the Health Promotion Model and Health Promotion 
Lifestyle Profiles II to examine the health-promoting behaviors of low-income African American 
women of reproductive age during the interconception period to better understand and ultimately 
improve poor women’s perinatal birth outcomes. 
Objectives: The aim of this study is to utilize the Health Promotion Model and Health 
Promotion Lifestyle Profiles II to examine the health-promoting behaviors of low-income 
African American women of reproductive age during the interconception period. 
Patients and Methods: This descriptive quantitative pilot study was carried out on a sample of 
52 women of child bearing (18 - 44 years of age) in WIC offices in three low-income locations in 
the city of Philadelphia. The participants were a convenience sample. The scale for health 
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promotion lifestyle was Walker’s Health Promoting lifestyle Profile (HPLP II), which 
encompasses six healthy lifestyle dimensions. 
Results: The data collection tools used in the study was 1.Maternal Demographic Information 
Sheet, 2. Interconception Individual Characteristics and Experiences Questionnaire and 3. Health 
Promoting Lifestyle Profile II (HPLP II). The results obtained from the study showed that total 
HPLP II scores indicated that survey participants ‘sometimes’ to ‘often’ engaged in health 
promoting behaviors. The highest scores were obtained on the spiritual growth dimension and 
the lowest scores on the physical activity dimension.  
 
Keywords: The keywords used for this paper are as follows: health promotion lifestyle, 
interconception, preconception care, African American women, postpartum health promotion 
and low-income health behaviors.     
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Health Promotion Lifestyle Profile of Low-income African American Women  
During Interconception 
Introduction 
 
 Little is known about the health promoting behaviors of African American women and 
the role of social support, especially among those most at risk 18-24 year old, low income 
African American women during the interconception period. This research gap presents 
significant challenges to reach the Healthy People 2020 goal (U.S. Department of Health and 
Human Services, 2014a) to improve birth outcomes and maternal health and well-being by the 
year 2020 (Moos, 2010).  Therefore, this study aims to examine levels of engagement in health 
promoting behaviors and the related factors of low-income African American women who reside 
in low-income urban communities.  
 Previous preconception studies have linked interconception care to risky health behavior 
reduction (Centers for Disease Control and Prevention (CDC), 2012; Hogan et al., 2013). 
However little to no research has examined the health promotion behaviors of women during 
interconception. (Chen, Kuo, Chou, & Chen, 2007) completed one of the few studies about 
women during the interconception period titled, ‘Postpartum Taiwanese women: Their 
Postpartum, Depression, Social support and Health-promoting lifestyle profiles. This study used 
this framework to examine the health-promoting lifestyle profiles of low income African 
American women during interconception.  
Definition of Terms 
Preconception – The time before pregnancy (Moos, 2006; Moos, 2010) 
Interconception Period – The time between pregnancies (Moos, 2010). 
Biological Factors – Include factors such as age and gender (Pender, 2011). 
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Psychological Factors – Include factors such as self-motivation, self-esteem, and perceived 
health (Pender, 2011). 
Socio-cultural Factors - Include factors such as education, ethnicity, race and socioeconomic 
status (Pender, 2011). 
Interpersonal Factors – Include factors such as social support (Pender, 2011). 
Low Birth Weight - Babies who are born weighing less than 2,500 grams (5 pounds, 8 ounces) 
(MacDorman & Gregory, 2015) 
Problem Identification 
 African American women have the highest infant mortality rate in the United States (Lu 
& Halfon, 2003; Lu et al., 2010; MacDorman, Hoyert, Mathews, & National Center for Health 
Statistics, 2013). Even though the United States’ infant mortality rate decreased from 12.6 deaths 
per 1000 live births in 1980 to 6.8 in 2004, the ethnic and racial disparities between black and 
white infant mortality (Bryant, Worjoloh, Caughey, & Washington, 2010) continues to remain 
unchanged (Broussard, Sappenfield, Fussman, Kroelinger, & Grigorescu, 2011; Hessol & 
Fuentes-Afflick, 2005; Johnson et al., 2006).  
 In the report from the Committee to Study the Prevention of Low Birthweight (IOM, 
1985) it was suggested that early and frequent prenatal care as the primary strategy to reduce our 
nation’s infant mortality and morbidity rates. The members of this committee also supported the 
approach of placing an emphasis on identifying and reducing risks factors before pregnancy to 
improve birth outcomes. During this time period, preconception healthcare was also introduced 
with the first edition of Guidelines for Perinatal Care (American Academy of Pediatrics & 
American College of Obstetricians and Gynecologists, 1983).   However, policy makers, public 
health experts, health care systems, non-profit and health professional organizations diverted the 
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majority of their interventions, program implementation and funding choices for prenatal care 
recommendations due to existing medical models and limited resources and health coverage for 
mothers (especially low income African American mothers). Researchers would not revisit 
preconception healthcare until the mid-2000’s (Atrash, Jack, & Johnson, 2008; Moos, 2004; 
Wise, 2008).  
 In 2006, the Centers for Disease Control and Prevention (CDC) (Johnson et al., 2006) 
brought racial disparities in infant mortality back to the forefront. Their recommendations on 
how to improve preconception health and health care were recorded in a report titled, A Report 
of the CDC/Agency for Toxic Substances and Disease Registry (ATSDRP) Preconception Care 
Work Group and the Select Panel on Preconception Care (Johnson et al., 2006). This report 
became the blueprint for shaping national goals, guidelines and strategies to improve 
preconception health and healthcare.   Its research acknowledged the need for a more 
comprehensive approach to reducing infant mortality rate called “health promotion efforts and 
strategies” that enhance health and health care for women before pregnancy (preconception) 
(Moos, 2006; Moos, 2010) and between the interconception period of pregnancies (Moos, 2010). 
 Preconception healthcare is defined as the provision of health promotion, screening, and 
interventions services for women of reproductive age (18 to 44 years old) that might reduce risk 
factors that affect future pregnancies (Johnson et al., 2006). Health promotion is defined as “the 
process of enabling people to increase control over, and to improve, their health. It moves 
beyond a focus on individual behavior towards a wide range of social and environmental 
interventions” (WHO, 2013, p.1).   In 2010, the U.S. Department of Health & Human Services’ 
Office of Disease Prevention and Health Promotion announced the Healthy People 2020 national 
improvement goal for Maternal, Infant, and Child Health (MICH) to “improve the health and 
14 
 
well-being of women, infants, children, and families” (U.S. Department of Health and Human 
Services, 2014a, p.1).   Ardell’s (Ardell, 1983) Wellness Model defines wellness as “a lifestyle 
approach to the highest potentials within us for physical, emotional, and "spiritual” well-being” 
(p. 323).  Additionally, the Healthy People 2020 maternal, infant, and child health MICH-16 
objective “to increase the proportion of women delivering a live birth who received 
preconception care services and practiced key recommended preconception health behaviors’ to 
improve women’s health before conception” (U.S. Department of Health and Human Services 
(HHS), 2014b, p. 1).   
 Optimizing preconception health (before and between pregnancy) affects the health and 
wellness of our nation’s future children (Brady & Johnson, 2014).  Therefore, designing health 
promotion interventions that equitably lowers infant mortality rates in all populations, 
specifically African American women of reproductive age, is critical (Robbins et al., 2014).  In 
January 2013, The Secretary’s Advisory Committee on Infant Mortality (U.S. Department of 
Health Human Services, 2013) issued a report establishing national clinical, policy, and research 
recommendations to reduce infant mortality. The report, based on the life course theory (Lu & 
Halfon, 2003), recommends a focus on health promotion policy, which includes improving the 
health of women before, during, and beyond pregnancy. The Affordable Care Act (ACA) is 
uplifted as one vehicle to bridge the health coverage gap for low-income women and African 
American women (US Department HHS, 2013).  Under the Affordable Care Act (US 
Department HHS, 2010), uninsured women of reproductive age can become eligible for 
preconception and interconception healthcare services (preventative and health promotion) to 
help foster opportunities to improve their maternal health and improve birth outcomes (Halfon, 
Larson, Lu, Tullis, & Russ, 2014).  
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Significance of the Study 
 The U.S. Department of Health & Human Services’ Office of Disease Prevention and 
Health Promotion Healthy People 2020 (2014a) expanded their life course prevention goal to 
include “improving the health and well-being of women, infants, children, and families” (p. 1). 
The health behavior goal contains objectives that include the reproductive span of preconception, 
pregnancy and interconception. The most recent public health campaign encourages 
preconception health at an individual level and promotes the importance of engaging in healthy 
lifestyle behaviors (U.S. Department of Health and Human Services, 2016). However, there is a 
knowledge gap concerning the health promotion lifestyle behaviors and related factors of low-
income African American young women of reproductive age.   The interconception maternal 
health behaviors information gap needs to be filled in order to develop culturally specific and 
sensitive interventions and programs that can be implemented to improve the health and perinatal 
birth outcomes of African American women (D'Angelo et al., 2007; Johnson et al., 2006; 
Robbins et al., 2014). 
 According to Merry Kaye Moos, a member of the Select Panel stated that the national 
significance and “the nation’s emerging interest in preconception health promotion presents an 
ideal opportunity for nurses to assume leadership roles in a new facet of women’s health care” 
(Moos, 2004, p. 12 ).  The “nursing profession is grounded in helping people achieve the highest 
level of wellness possible; given their current realities and this is the essence of preconception 
health promotion” (Moos, 2002, p. 2).  
 Pender’s revised Health Promotion Model offers a nursing explanation of individuals’ 
engagement in health promoting lifestyles (Gillis, 1993). The nursing theory’s instrument titled 
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the Health Promotion Lifestyle Profiles II is designed to measure individual health behaviors and 
experiences (Walker, Sechrist, & Pender, 1987).    
Focused Evidence / Databases 
 According to (Fineout-Overholt, Melnyk, Stillwell, & Williamson (2010a), keywords as 
well as synonyms can be used to search for the evidence to respond to clinical question (s) as 
well as research question(s). The keywords used for this paper are as follows: health promotion 
lifestyle, interconception, preconception care, African American women, postpartum health 
promotion and low-income health behaviors.    The databases used were PubMed, Cumulative 
Index of Nursing and Allied Health Literature (CINAHL) and Ovid.  
Statement of Problem and Purpose 
 There is a knowledge gap about the health promotion lifestyle (health behaviors) of low-
income African American young women during interconception. 
The interconception period is the opportune time to identify and manage maternal health 
behaviors (Moos, 2002; Walker, Fowles, & Sterling, 2011; Walker & Wilging, 2000).  The data 
from this study can assist preconception providers in assessing and counseling women and 
develop a culturally sensitive care plan (s) to enable them to improve health promotion 
behaviors. 
 Promoting healthy behaviors that improve interconception health status requires an 
understanding of the existing factors influencing health behaviors among the most at-risk 
populations (Rahman & Berenson, 2010).  The purpose of this descriptive quantitative pilot 
study which  framework is based on the Pender’s revised Health Promotion Model is to: (a) 
examine, describe and measure individual characteristics / experiences (biological, 
psychological, and socio-cultural) and Interpersonal Influences (adequate social support) of low-
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income African American young women during interconception, and (b) examine and measure 
the Interconception Health Promotion Lifestyle Profiles of low-income African American young 
women.  
Research Questions 
       This pilot study, grounded in the literature review and Nola Pender’s Health Promotion 
theoretical framework, will address the following research questions: 
1. What are the Individual Characteristics / Experiences and Interpersonal Personal factors of 
low-income African American women during interconception?                      
2. What is the Health Promotion Lifestyle Profiles of low-income African American young 
women during interconception (between pregnancies)? 
Review of the Literature 
Preconception Health Promotion 
 Preconception research has proposed that strategies to eliminate the racial / ethnic 
disparity of infant mortality, prematurity, low birth weight can be reduced by increasing access 
to quality preconception and interconception care (Atrash et al., 2008; Biermann, Dunlop, Brady, 
Dubin, & Brann, 2006; Delissaint & McKyer, 2011; Moos, 2010; Robbins et al., 2014).  The 
interconception periods have been identified as the opportune time to identify and manage 
maternal health behaviors (Walker, Murphey, & Nichols, 2015; Lu et al., 2010; Moos, 2010). 
Research studies (Biermann et al., 2006; Hogan et al., 2013) have established a clear link 
between risk reduction and health promotion when women most at risk for poor birth outcomes 
(African American) receive interconceptional care.  Preconception health promotion by the 
clinical provider provides an opportune time to explore and reinforce health promotion by 
addressing such topics as weight management, dietary supplementation, exercise, immunization 
18 
 
status, benefits of deliberate decisions regarding pregnancy and contraceptive options, protection 
against sexually transmitted infections (STIs), and avoidance of exposures that include tobacco, 
alcohol, and other drugs (Moos, 2006).   
 CDC (Johnson et al, 2006) and SAMIC (HHS, 2013) health promotion recommendation 
and strategies suggest that woman of reproductive age assume the individual responsibility of 
sustaining a healthy lifestyle.  Pender, Murdaugh & Parsons (2015, p, 93) defines a healthy 
lifestyle as the “assuming of activities that are a regular part of one's daily pattern of living that 
significantly influence health status”.  Rahman & Berenson (2010), states that promoting healthy 
behaviors that improve interconception health status requires an understanding of the existing 
factors influencing health behaviors among the most at-risk populations. The revised Health 
Promotion Model (HPM) was chosen as a theoretical framework because the model explains the 
relationships between the individual characteristics, behavior perception and affects, and health 
promotion behaviors.   In agreement with the Healthy People 2020 goals and objectives, Pender 
and colleagues’ (2015) emphasized the importance of health promotion for vulnerable 
populations who experience health disparities. 
Theoretical Explanation for Poor Birth Outcomes 
 In 2003, obstetrician / gynecologists Lu and Halfon wrote a ground-breaking article about 
the disparities in Black and White infant mortality, a disparity rate which remains unchanged 
today.  Part of this report discuss the ground breaking approach, The Life Course Theory (Lu & 
Halfron, 2003), which highlights the role that health promotion behaviors influence the health of 
women of reproductive age and birth outcomes.  This approach has become the framework for 
the federal policy in addressing infant mortality disparities today (Fine & Kotelchuck, 2010). 
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 Lu and Halfon’s (2003) Life-Course Perspective Model suggest that African Americans’ 
poor birth outcomes (infant mortality, low birth weight, and prematurity) are the results of early 
life experiences (programming) and the cumulative and physical effects of unrelieved stress.  
Prior to birth (preconception), the protective factors of African American women are 
significantly less than White women and their risk factors are disproportionally greater than 
White women prior to birth and up to pregnancy (Lu & Halfon, 2003). Figure 1 illustrates how 
the maternal behaviors, psychosocial stress and/or physical health status of White and African 
American women correlates with their reproductive potential (Lu & Halfon, 2003). The model 
shows that African American women of reproductive age are most-at- risk for poor birth 
outcomes because of their exposure to factors that place them at perinatal risk for disparity of 
poor birth outcomes (Lu & Halfon, 2003; Lu et al., 2010).  
Figure 1 
   
Source: Lu, M.C., & Halfon, N. Racial and ethnic disparities in birth outcomes: a life-course 
perspective. Maternal and Child Health Journal 2003; 7(1), p.18. 
African American Individual Characteristics and Experiences During Interconception 
 The Life Course Perspective researchers (Lu et al., 2010; Halfon et al., 2014) posit that 
the determinants of poor birth outcomes are more likely to occur prior to pregnancy 
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(preconception) and between pregnancy (interconception). The leading cause of infant mortality 
among African American women is shortened gestation and low birth weight (LBW) 
(MacDorman & Gregory, 2015).  Risk factors for preterm birth include a history of previous 
preterm birth; maternal health status such as a chronic or acute disease, genitourinary infection or 
sexually transmitted diseases (STDs); maternal socioeconomic status; obesity; and tobacco and 
alcohol use (MacDorman et al., 2013; Mathews & MacDorman, 2012).  
 Risky behaviors have been identified in the report titled, Core State Preconception Health 
Indicators - Pregnancy Risk Assessment Monitoring System and Behavioral Risk Factor 
Surveillance System, 2009 (Robbins et al., 2014). The national report utilizes the core state 
preconception indicators to measure and describe the health status of women during 
preconception and interconception. The Core state preconception health indicators: a voluntary, 
multi-state selection process: a) General Health Status; b) Social Determinants of Health; c) 
Health Care; d) Reproductive Health and Family Planning; e) Tobacco and Alcohol Use; f) 
Nutrition and Physical Activity; g) Mental Health; h) Emotional and Social Support; i) Chronic 
Conditions; and j) Infections (Broussard et al., 2011). 
 The findings in this report indicate that preconception health and health-care indicators 
were worse for women in certain age and race/ethnicity groups (Broussard et al., 2011). Young 
women (ages 18–24 years) frequently had a higher prevalence of risk factors or lower prevalence 
of protective factors in the following domains: health care, reproductive health, tobacco and 
alcohol use, mental health, and emotional support. Compared with women of other racial/ethnic 
groups, non-Hispanic black women generally had poorer preconception health in the following 
domains: social determinants of health, health care, reproductive health, nutrition and physical 
activity, mental health, emotional support, and chronic conditions. These age and racial/ethnic 
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disparities are consistent with past reports (Robbins et al., 2014) national preconception reports 
(D'Angelo et al., 2007 & Robbins et al., 2014) and have identified African American women and 
the age group of young women (18 -24) the most at risk.  Therefore, it is important to identify 
and describe the health promoting behaviors of this at-risk population in order to improve 
maternal and infant health outcomes. 
 Health promotion research is limited beyond the early interconception period, and limited 
information is available about the African American health promotion lifestyle during 
interconception. The United States Department of Health and Human Services (HHS) released 
the Healthy People 2020 (US Department HHS, 2014b) Maternal Infant Child key postpartum 
health and behavior (interconception) objectives they are identified as follows: 
MICH-18 Reduce postpartum relapses of smoking among women who quit smoking 
during pregnancy Revised 
MICH-19 (Developmental) Increase the proportion of women giving birth who attend a 
postpartum care visit with a health worker 
MICH-34 (Developmental) Decrease the proportion of women delivering a live birth who 
experience postpartum depressive symptoms 
The Health Promotion Model (HPM) is the theoretical framework for this study due to the shift 
in employing preconception health promotion strategies to address racial and ethnic disparities in 
birth outcomes among African American women (Fine & Kotelchuck, 2010). 
Project Framework 
 Pender's Health Promotion Model, is an “attempt to depict the multidimensional nature of 
persons interacting with their interpersonal and physical environments as they pursue health” 
(Pender, Murdaugh, & Parsons, 2015, p. 35 ). Pender’s HPM is a mid-range nursing theory that 
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is used widely as a framework for research aimed at predicting health promoting lifestyles 
(McEwen & Wills, 2011).  Alligood & Tomey (2010) summarized that the model’s health-
promoting behaviors are influenced by the following: (a) individual characteristics and 
experiences, (b) Behavior-Specific Cognitions and Affect, and (c) behavior outcomes for 
reaching the goal of improving health and potential for wellness as shown in Figure 1.  
 
Figure: 2 Revised Health Promotion Model, Pender, Murdaugh, and Parsons, 2015  
 The first component, Individual Characteristics and Experiences, consists of modifying 
factors and prior related behavior and personal factors (biological psychological and 
sociocultural). Pender defines the variable of prior related behavior as the “frequency of the same 
or similar health behavior in the past” (Pender, 2011, p.4).  The personal factors (biological, 
psychological, sociocultural) is defined as “general characteristics of the individual that influence 
23 
 
health behavior such as age, personality structure, race, ethnicity, and socioeconomic status” 
(Pender Manual, 2011, p. 4).  
 The second component of the Health Promotion Model is Behavior-Specific Cognitions 
and Affection, which are the preconception indicators, consists of eight variables that have major 
motivational significance and they can be modified through interventions (Pender, 2011). They 
are named and defined as in the Heath Promotion Model Manual (Pender, 2011, p.4) as 
following: 
 “Perceived benefits of action – perceptions of the positive or reinforcing consequences of             
undertaking a health behavior” (Pender, 2011, p. 4). 
 “Perceived barriers to action – perceptions of the blocks, hurdles, and personal costs of
 undertaking a health behavior” (Pender, 2011, p. 4). 
 “Perceived self-efficacy – judgment of personal capability to organize and execute a 
particular health behavior; self-confidence in performing the health behavior 
successfully” (Pender, 2011, p. 4). 
 “Activity-related affect – subjective feeling states or emotions occurring prior to, during 
 and following a specific health behavior” (Pender, 2011, p. 4). 
 “Interpersonal influences (family, peers, providers): norms, social support, role models –
perceptions concerning the behaviors, beliefs, or attitudes of relevant others in regard to 
engaging in a specific health behavior” (Pender, 2011, p. 4). 
 “Situational influences (options, demand characteristics, aesthetics) – perceptions of the 
compatibility of life context or the environment with engaging in a specific health 
behavior” (Pender, 2011, p. 4). 
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 The third component of the Health Promotion Model, Behavioral Outcome- Health 
Promoting Behavior Health, is defined as “the desired behavioral end point or outcome of health 
decision-making and preparation for action” (Pender, 2011, p. 4). 
 “Commitment to a plan of action -- intention to carry out a particular health behavior   
 including the identification of specific strategies to do so successfully” (Pender, 2011, p. 
 4). 
 “Immediate competing demands and preferences – alternative behaviors that intrude into 
consciousness as possible courses of action just prior to the intended occurrence of a 
planned health behavior” (Pender, 2011, p. 4). 
 According to Alligood & Marriner-Tomey (2010), Pender’s health promoting behavior is 
defined as an end point that moves the patient toward the goal of achieving positive health 
outcomes. 
The HPM identifies and explains individual health promotion behavior (s) from a nursing 
perspective (Gillis, 1993). The aim of this study is to utilize the Health Promotion Model and 
Health Promoting Lifestyle Profile II (HPLP II) questionnaire (Walker, Sechrist, & Pender, 
1995) to examine the health-promoting behaviors of low-income African American women of 
reproductive age during the interconception period.   
Critical Appraisal of Evidence: HPLP Pregnancy and Interconception 
 According to Melnyk and Fineout-Overholt’s (2005), critical appraisal of evidence is a 
process that assesses and evaluates research literature in terms of its validity, reliability and 
applicability wherein an intervention is to be developed and/or implemented. The critical 
appraisal tool (CAT) chosen for this study originates from the fifth, sixth, and seventh articles in 
a series titled Critical Appraisal of the Evidence from the Arizona State University College of 
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Nursing and Health Innovation’s Center for the Advancement of Evidence-Based Practice 
(Fineout-Overholt, Melnyk, Stillwell, & Williamson, 2010a, 2010b, 2010c). The chosen tool 
supporting articles provided a three step process that was a clear and comprehensive description 
of how to gather, evaluate, and record the evidence (See Appendix A). 
 For this paper, three articles were critically appraised. No studies were found that utilized 
the HPLP I or II to examine the health promotion lifestyle behaviors of American women during 
interconception.  However, literature was found that used the HPM as conceptual framework and 
HPLP I and II to research the health promoting behaviors of postpartum women from Taiwan 
(Chen et al., 2007; Ko & Chen, 2010).  One article was identified that both used the HPM as a 
conceptual framework and HPLP I to direct research aimed at predicting the pregnancy health 
promotion lifestyles of low-income African American women (Esperat, Du Feng, Yan Zhang, & 
Owen, 2007). 
The search criteria included: HPM conceptual framework, HPLP I or II and reproductive 
health status of pregnant or interconception.  Health promotion research of low-income minority 
women during pregnancy was performed in the United States (Esperat, Du, Yan, & Owen, 2007) 
and interconception health promotion lifestyles in Taiwan (Chen et al., 2007; Ko & Chen, 2010). 
Each study will be briefly discussed in the following section. Each study will be discussed in 
terms of the CAT and then compared and contrasted against each other. 
 The Chen et al., (2007), study titled ‘Postpartum Taiwanese women: their postpartum 
depression, social support and health-promoting lifestyle a profile’ conceptual framework was 
based up Pender’s HPM.  The purpose of the study was to examine levels of engagement in 
health-promoting behaviors and related factors among prim gravidas postpartum women in 
Taiwan. The study design was a cross-sectional descriptive study over a 24-month period of 
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postpartum with a convenience sample size of 122 qualified women.  The study participants 
were recruited after delivery from two urban hospitals and they were mailed self-completed 
questionnaires. The major variables evaluated were the dependent variable of Health Promotion 
Lifestyle Behaviors and independent variables of depression, social support and demographic 
related factors.   The findings of the study (Chen et al., 2007) are the following: 
 HPLP II (mean, 2.83 and SD 1.35) 
o Lowest score of six subscales: exercise  
o Highest score of six subscales: interpersonal relationship 
 Postpartum depression significantly predicts negative association of subscale: self-
actualization, interpersonal relationships, nutrition, and stress management 
 Social support was found to predict positive association of all subscales significantly 
except exercise. 
This study confirms the predicative relationship between postpartum depression and social 
support with the health promotion lifestyle behaviors of postpartum Taiwanese women.  Chen et 
al. (2007) study emphasizes how the HPLP’s sub-category of exercise warrants nursing 
interventions during the interconception period: assessment, counseling and health promotion 
education. The results of the study point to the need for further research for the health promotion 
behaviors during the interconception period from up to 2 years post-delivery. 
 The purpose of the study, Health Behaviors of Low-Income Pregnant Minority Women  
(Esperat et al., 2007) was to investigate factors that related to health behaviors of low-income 
pregnant Mexican American and African American women.  This cross-sectional comparative 
study had a convenience sample of 106 women with no previous history of high-risk pregnancies 
from two prenatal clinics located in urban hospitals in southeast Texas.  The pregnancy status of 
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the Medicaid eligible study participants ranged from 18 to 40 weeks of gestation. They self-
completed the following survey instruments though received interpretative services if needed: 
HPLP, Personal Resource Questionnaire (PRQ), Multidimensional Health Locus of Control 
(MHLC), and demographic questionnaire.  Health Promotion Lifestyle Behaviors is the 
dependent variable, and social support, health locus of control and demographic related factors 
are independent variables.   
             The African American study participants’ HPLP I mean total score was 2.7 and Mexican 
American participants’ total mean score was 2.3 (Esperat et al., 2007).   The analysis of the data 
indicated that the Mexican American subjects’ predictor variables had no significant impact on 
their health promotion behaviors.  However, for African American subjects, social support was a 
significant negative predictor of HPLP.  The different findings of this correlational survey of 
Mexican American and African American women suggest the predictor of health-promoting 
lifestyles may be specific to ethnic group and further research is needed. 
Ko & Chen (2010) recruited postpartum mothers beginning in the sixth week after 
childbirth up until 12 months postpartum.  The sample size was 314 participants, 66.88% Han 
Taiwanese group and 32.12% indigenous participants. The purpose of this study is to understand 
the health-promoting lifestyles of postnatal mothers in Taiwan and the differences between 
ethnic Han Taiwanese and indigenous women and of factors predicting their health-promoting 
lifestyles. The study’s results demonstrate that lower SES and employment rates are predictors of 
health promotion lifestyle profile.  Also education has been noted as predicator of HPLP 
engagement scores. The study’s authors recommend that specific health services address the 
needs of mothers specific to the independent variable needs of racial minority groups. 
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Pender’s Health Promotion Model 
HPLP II and Individual Characteristics and Experiences 
& 
Interconception Health Promotion Profiles 
Low-income African American Women
Research Design, Methodology, and Description of Study 
       The purpose of this descriptive pilot study is to answer the following questions:  
a) What are the Individual Characteristics/Experiences of low-income African American 
women during interconception? 
b) What is the Health Promotion Lifestyle Profiles of low-income African American young 
women during interconception (between pregnancies)? 
            The Interconception Health Promotion Lifestyle Profiles of low-income African 
American women have not been investigated and is the focus of this study.  Using a descriptive 
design, this study will examine the individual characteristics and experiences and preconception 
indicators of low-income African American women during interconception.  
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Interconception Health 
Promotion Lifestyle Profiles 
 
 Health responsibility 
 Physical activity 
 Nutrition 
 Spiritual growth  
 Interpersonal relations 
 Stress Management 
 
Interconception Personal 
Factors 
 Biological factors 
 Psychological factors 
 Sociocultural factors 
 Preconceptional Health 
Indicators 
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Setting  
The study’s population is women enrolled for benefits in the Special Supplemental 
Nutrition Program for Women, Infants, and Children (WIC) Program located in a large urban 
city in the Mid-Atlantic.  “WIC provides an optimal location for “identifying low-income 
African-American women in need of preconception and reproductive health services and at risk 
for poor reproductive health outcomes” (Dunlop, Dretler, Badal, & Logue, 2013, p. S58). Based 
on the research by Dunlop, Dretler, Badal and Logue (2013) this researcher chose to enter 
women that that were more likely to be in need of preconception and reproduction health 
knowledge in addition to being at risk for poor reproductive health.  Women enrolled for WIC 
benefits at three WIC offices were recruited for this pilot study. Women, Infants and Children 
(WIC), income eligibility “must fall at or below 185 percent of the U.S. Poverty Income 
Guidelines” (U.S. Department of Agriculture, 2016, p.1) 
According to the Philadelphia Department of Public Health (PDPH, 2014) community 
needs assessment, low-income communities have been identified by the federally funded Healthy 
Start program as the most at risk population for poor birth outcomes: infant mortality, premature 
birth and low birth weight (PDPH, 2014a). The selected neighborhoods’ infant mortality rate is 
high among African American infants at a rate of 1 – 4 times higher than any other race/ethnicity 
groups that resides within the city (PDPH, 2014b).   Overall, the infant mortality rate for non-
Hispanic Blacks in this urban neighborhood is high, 14.9 per 1,000 live births, but for non-
Hispanic Blacks in the selected neighborhoods are worse, at 16.1 per 1,000 live births. Non-
Hispanic Black infants in the area are almost three times more likely to die before their first 
birthday than white infants and almost twice as likely to be born preterm. These infants are born 
into a community in which 38.2% of children live in poverty. Non-Hispanic African American 
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mothers are also more likely to suffer from gestational hypertension, have a repeat birth within 
18 months of a previous birth, have not completed high school, and are almost three times as 
likely to be having a third or higher order birth placing them at higher risk for a poor birth 
outcome (PDPH, 2014b). 
Recruitment of Subjects 
         African American female study participants were recruited using two recruitment 
strategies: 1) flyers posted at the WIC offices and 2) distribution of flyers by the researcher 
within the WIC offices. Exactly, 52 participants were recruited. 
         The inclusion and exclusion criteria for the study participants are as follows:  
Inclusion Criteria 
 WIC participant 
 African American women (U.S. born) 
 Age 18 to 44 years old 
 Recently had a baby within the last year (two to twelve months post-delivery of baby) 
 Live birth and baby alive now 
 Baby currently living with mother  
Exclusion Criteria 
 Pregnant 
 Age younger than 18 years old and older than 44 years old 
 Lack of proficiency in reading and writing English  
 Reside outside of Healthy Start service neighborhoods 
 Women whose baby has died 
 Baby is not living with mother  
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 Baby is still in the hospital  
 Baby preterm 
 Baby low birth weight (LBW) 
Location of Recruitment 
 During WIC service hours, this researcher will be present at the WIC office and will 
provide interested participants with information about the research study.  
Timeline: 1st Week WIC Location: 
North Philadelphia 
2nd Week WIC Location: 
Olney Logan 
3rd  Week WIC Location:
Overbrook 
Recruitment X X X 
Prescreening X X X 
Enrollment X X X 
 
Instruments 
 Self-reported data was collected using the following instruments: Maternal Demographic 
Information Sheet, Interconception Individual Characteristics and Experiences Questionnaire and 
Health-Promoting Lifestyle Profile II (HPLP II). 
 Maternal Demographic Information Sheet 
          The Maternal Demographic Information Sheet was administered. The demographic tool 
collected the following information: age, gender, ethnicity, race, education, marital status, 
employment status, maternal history, and history of chronic health conditions. 
          Interconception Individual Characteristics and Experiences Questionnaire 
 
 The Interconception Individual Characteristics and Experiences Questionnaire from the 
most recent core (state mandated) and standard (optional) questions developed by CDC’s 
Pregnancy Risk Assessment Monitoring System Phase 7 Core/Standard Questionnaires (U.S 
Department of Health & Human Services, 2012) and the Behavioral Risk Factor Surveillance 
System (BRFSS) (U.S Department of Health & Human Services, 2014c) were used in the federal 
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preconception (D'Angelo et al., 2007; Johnson et al., 2006; Robbins et al., 2014).  PRAMS is an 
ongoing state and national population-based surveillance system that monitors and measures 
maternal behaviors, conditions, and experiences before, during, and shortly after pregnancy.  
BRFSS is a survey that measures health-related risk behaviors, chronic conditions, and 
preventive health services. The following nine of the ten-preconception/ interconception health 
domains were examined – see summary list below. 
 
 
Table 1: Interconception Individual Characteristics and Experiences Questionnaire 
Prior Related Behaviors 
 
Yes 
No 
General Health Status  Excellent 
Very good 
Good 
Fair 
Poor 
Postpartum Depression 
 
Always 
Often 
Sometimes 
Rarely 
Adequacy of Support 
 
Yes  
No 
Nutrition 
 
BMI 
>30 
 ≥30 
 Summary of  Preconception Health Domains:  (Broussard et al., 2011) 
1. General health status and life satisfaction; Self-rated health 
2. Social determinants of health. Education; poverty 
3. Health care. Access to and use of health care; access to dental care; reproductive health care; 
content and quality of care 
4. Reproductive health and family planning. Previous preterm birth; previous fetal death, 
miscarriage, or stillbirth; inter-pregnancy interval/birth spacing; pregnancy intention; 
contraception (access, availability, and use); use of assisted reproductive technology 
5. Tobacco and alcohol use. Smoking; secondhand smoke exposure; alcohol consumption 
6. Nutrition and physical activity. Fruit and vegetable consumption; obesity and overweight; folic 
acid supplementation; exercise/physical activity 
7. Mental health. General mental distress; anxiety and depression; postpartum depression 
8. Emotional and social support. Domestic abuse (physical and mental); adequacy of support 
9. Chronic conditions. Diabetes, hypertension, asthma 
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 Health-Promotion Lifestyle Profile II (HPLP II) 
 The investigator administered the Health Promotion Lifestyle Profile II to each 
participant.  Table 2 describes the health promotion behaviors and the psychometric properties of 
the instrument.  Health-Promoting Lifestyle Profile II (HPLP II) is widely used in nursing 
research to measure the major components of a healthy lifestyle (Pender, Murdaugh, & Parsons, 
2005) and was used to assess the participants’ engagement in health promotion behaviors. The 
instrument measured the profile in terms of the six scales:   
 Spiritual growth items (self-actualization) describe one's sense of self-actualization and 
purpose (Walker, Sechrist, & Pender, 1987). 
 Interpersonal relationship items assess one's ability to develop intimacy and closeness 
(not just casual acquaintances) (Walker, Sechrist, & Pender, 1987). 
 Nutrition items involve the selection and consumption of foods consistent with the 
dietary guidelines for Americans (Walker, Sechrist, & Pender, 1987). 
 Physical activity items involve regularly planned activity for fitness and health goals 
(Walker, Sechrist, & Pender, 1987). 
 Health responsibility items assess one's paying attention to and accepting responsibility 
for one’s own health, being educated about health, and seeking professional assistance 
when necessary (Walker, Sechrist, & Pender, 1987).  
 Stress management items assess the individual's ability to identify and mobilize 
psychological and physical resources to control (including sleep) or reduce anxiety 
(Walker, Sechrist, & Pender, 1987). 
 The scores for this instrument range from 1 to 4, with higher scores indicating more health-
promoting behaviors. Callaghan’s (2006) study reported the HPLPII psychometric properties 
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with the Cronbach’s alpha scores from .75 to .95 that were comparable to those reported in 
(Walker et al., 1987).  
Table 2: Health-Promoting Lifestyle Profile II (HPLP II)    
 
Concept # of 
items 
Scale Possible Score Reliability and Validity 
Health-
Promoting 
Lifestyle 
52 
self-
report 
1 – 4 
 
1-Never  
 
2- Sometimes 
 
3- Often 
 
4- Routinely 
6 subscales scores 
 
1) Physical activity 
2) Spiritual growth  
3) Health responsibility 
4) Interpersonal 
relationships 
5) Nutrition 
6) Stress management 
 
Score Range  
52- 208 
Cronbach’s alpha (Callaghan, 
2006) was calculated at:  
Total scale .96  
 
Subscales 
1) Physical activity .87 
2) Spiritual growth .84 
3) Health responsibility .83  
4) Interpersonal relations .82 
5) Nutrition .76 
6) Stress management .75   
 
Protection of Human Subjects 
African American women have been the most at risk population for poor birth outcomes 
in Philadelphia.  The African American women postpartum / interconceptional research 
participants are not considered a vulnerable population. The research was conducted in 
commonly acceptable educational setting in North Philadelphia, Olney Logan, and Overbrook, 
Women, Infants, and Children (WIC) Supplemental Nutrition Program locations.  There were 
minimal risks to subjects participating in this study. All data collected was anonymous and no 
reference to individuals will be made in any published reports of the proposed study. 
 The advertisement and recruitment plan was implemented following approval of the 
Institutional Review Board (IRB). During WIC service hours, the researcher approached 
potential subjects and provided them with information about the study. The researcher conducted 
all enrollment interviews in a private room at the WIC location. After verifying that the 
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participant met the inclusion criteria for the study, the researcher explained the study and 
answered all of the questions from the potential subjects and informed them that they are 
permitted to withdraw from the study at any time. Then the researcher explained to the 
participant how to complete the anonymous survey on paper or laptop provided. The data for the 
three questionnaires were collected electronically using the software Survey Monkey. All data is 
anonymous and is secured in a password-protected computer and only accessed by this 
researcher.  
 After completing the survey, the participant entered their name for a raffle drawing for a 
$100 gift card. There was one drawing at each of the three WIC locations and the drawing will 
be done by the Executive Director of the WIC office at each location. 
Data Management and Data Analysis 
 The survey data was entered into the software program Survey Monkey. Descriptive 
statistics was conducted on all of the study data collected. The instruments’ data were described 
and presented as frequencies, percentages, and means in narrative and table formats. The analysis 
focused on the survey’s participants’ biological, sociodemographic, psychosocial, and health –
related risk and health promotion behaviors, chronic conditions, risks and acute /preventive 
health services were measured by the Maternal Demographic Information Sheet, Interconception 
Individual Characteristics and Experiences Questionnaire, and Health-Promotion Lifestyle 
Profile II (HPLP II). 
Results 
 The purpose of this descriptive quantitative pilot study was to: (1) Examine, describe and 
measure individual characteristics/experiences (biological, psychological, and socio-cultural) and 
Interpersonal Influences (adequate social support) of low-income African American young 
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women during interconception, and (2) Examine and measure the Interconception Health 
Promotion Lifestyle Profiles of low-income African American young women.  
Characteristics/Experiences during Interconception 
 The Maternal Demographic Information Sheet (demographic tool) was used to 
accomplish the first aim of this study to examine the individual characteristics / experiences and 
interpersonal personal factors of low-income African American women during interconception.  
The instrument collected the following information: age, gender, ethnicity, race, education, 
marital status, employment status, maternal history, and history of chronic health conditions.   
 Demographic Description of the Sample Population 
 All fifty-two participants (100%) in this study self-reported as being Non- Hispanic 
African American women. The participants met all the study’s criteria. The participants range in 
age of 18 to 44 years old; 19.2% (10) between the ages of 18–24, 59.6% (31) between the ages of 
25–34, and 21.1% (11) between the ages of  35–44  years. Forty-one participants (78.85%) 
reported being unmarried. Twenty-nine participants (58%) reported being unemployed and 20% 
(10) were currently high school or post high school students.   
  Fifty-one participants answered that they recently had a baby within the last year (two to 
twelve months post-delivery of baby). The following table illustrates the distribution of 
participants’ post-delivery months at the time of survey completion: 
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Table: 3 Description of Survey Participants by Interconception Period 
Months Post Delivery N Percentage 
2 months postpartum 10 19.61% 
3 months postpartum  4 7.84% 
4 months postpartum 10 19.61% 
5 months postpartum  2 3.92% 
6 months postpartum  8 15.69% 
7 months postpartum  5 9.8% 
8 months postpartum 5 9.8% 
9 months postpartum  2 3.92% 
10 months postpartum  3 5.88% 
11 months postpartum  2 3.92% 
12 months postpartum 0 0%% 
  
 Lastly, the maternal history variables were measured: mode of delivery, feeding method, 
parity, and history of chronic disease (See Table 4). 
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Table: 4 Maternal History 
Variable N Percentage 
Type of delivery  
 Vaginally 
 Cesarean Delivery 
 
38 
14 
 
73.8% 
26.92% 
Feeding mode  
 Breast feeding  
 Combined breastfeeding and  formula  
 Formula   
 
6  
15  
30 
 
11.76% 
29.41% 
58.82% 
Parity 
 Prim gravida 
 Multiparty 
 
15 
36 
 
29.41% 
70.59% 
History Chronic Conditions (prior to most recent delivery)  
 Diabetes  (Type I or Type II) 
 Hypertension  
 Asthma  
 Depression    
 
 1  
 8 
9 
13 
 
1.92% 
15.38%  
17.65% 
26% 
 
Summary 
 In summary, the largest age group was between the ages of 25–34(59.6%) and 58% of the 
participants reported being unemployed. Forty-seven percent of the survey participants (24) 
combined were those who were 2, 3, and 4 months post-delivery. The majority of the survey 
participants was multiparty (70.59 %) and delivered their baby vaginally (73.8%). More than half 
of the survey participants (58.82%) indicated formula as their mode of feeding.  Before their 
most recent delivery, survey participants’, depression was the largest percentage reported as 
(26%) of chronic conditions listed in Table 4.  
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Interconception Individual Characteristics and Experiences Questionnaire 
 The Interconception Individual Characteristics and Experiences Questionnaire collected 
information on the nine preconception health domains that examine: general health status and 
life satisfaction, social determinants of health, health care, reproductive health and family 
planning, tobacco and alcohol use, nutrition and physical activity, mental health, emotional and 
social support, and chronic conditions. Self-reported maternal behaviors, conditions, and 
experiences of African American postpartum women (2 to 12 months postdate of delivery).  The 
results presented are representative of the nine preconception health domains:  
General Health Status: Self-rated health status 
 Among the survey participants, 11.76% (6) reported excellent general health status, 
31.37% (16) reported very good, 29.14% (15) reported good, 25.49% (13) reported fair and 1.96 
% (1) reported poor status of health. 
Social Determinants of Health: Education 
 Among the survey participants, 46% (23) reported having high school/general 
equivalency diploma, 6% (3) no high school /general equivalency diploma, and 48% (24) more 
than high school.   
Health Care: Access to and Use of Health Care  
 Among the survey participants, 92.31% (48) reported currently having some type of 
health-care coverage. Among the survey participants, 86. % (43) reported visiting a healthcare 
provider for a postpartum check-up. 
Reproductive Health and Family Planning  
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 Among the survey participants, 78.43% (40) reported that they or their husbands or 
partners were currently doing something to keep from getting pregnant.  
Tobacco and Alcohol Use: 
 Among the survey participants, 26.92% (14) reported smoking after their most recent 
pregnancy and 25% (13) reported drinking alcohol. 
Nutrition and physical activity: Obesity and Overweight  
Among the survey participants, 18% (9) were measured as being overweight with a score 
that ranged between 25 – 29.9 kg/m2.   Among the survey participants, 52% (26) were measured 
as being obese with a score that was 30 kg/m2 and above.   
Mental Health: Anxiety and Depression 
 Among the survey participants, 5.77% (3) reported always, 7.69% (4) often, 23.08% 
(12) sometimes, 25% (13) rarely, and 38.46% (20) never feeling down, depressed, or hopeless 
since their new baby was born. 
Emotional and Social Support during Interconception 
 In this domain, abuse and stress were considered psychosocial risks and social support 
and self-esteem were considered psychosocial resources.  
Domestic Abuse:  
Among the survey participants, 3.85 % (2) responded yes to experiencing physical abuse during 
the interconception period. Among the survey participants, 3.92% (2) responded yes to 
experiencing mental abuse during the interconception period.   
Social Support: 
 The survey participants responded yes to the kinds of help available to them if needed: 
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Table 5: Social Support 
 
Kinds of help available N Percent 
Someone to loan me $50  23 45.10% 
Someone to help me if I were sick and needed to be in bed 45 88.24% 
Someone to talk with about my problems  42 84% 
Someone to take care of my baby  36 70.49 % 
Someone to help me if I were tired and feeling frustrated 
with my new baby 
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80% 
 
Chronic conditions:  
 Among the survey participants, 5.77% (3) reported gestational diabetes (DM) during their 
recent pregnancy.  
Summary  
 Overall, 68.62 % of the survey participants reported their general health status between 
excellent, very good and good. 94% of the survey participants reported a high school/general 
equivalency diploma or higher education. Survey participant reported having some type of 
health-care coverage was 92.31% and 86 % reported visiting a healthcare provider for a 
postpartum check-up. In addition, 78.43% (40) reported that they or their husbands or partners 
were currently doing something to keep from getting pregnant. Smoking after their most recent 
pregnancy was reported by 26.92% of women, and drinking alcohol after their most recent 
pregnancy was reported by 25% among survey participants. The preconception domain titled 
nutrition and physical activity reported that 70% of the survey participants are either overweight 
or obese. 51.6% percent of survey participants rarely and/or never felt down, depressed, or 
hopeless since their new baby was born. Among the survey participants, 3.85 % (2) responded 
yes to experiencing physical abuse and 3.92% (2) responded yes to experiencing mental abuse 
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during the interconception period.  Survey participants reported the highest prevalence 
(88.224%) of having someone to help me if I were sick and needed to be in bed. 
Health-Promotion Lifestyle Profile II (HPLP II) 
The aim of this study was to utilize the Health Promotion Model and Health Promoting 
Lifestyle Profile II (HPLP II) questionnaire (Walker, Sechrist, & Pender, 1995) to examine the 
health-promoting behaviors of low-income African American women of reproductive age during 
the interconception period.  Health-Promoting Lifestyle Profile II (HPLP II) was used to assess 
the participants’ engagement in health promotion behaviors.  
 The individual total score mean ranged from 1.77 to 3.69 and the group total score mean 
equal 142.10. The average overall HPLP score was 2.75 on a 1-4 scale, indicating that survey 
participants ‘sometimes’ to ‘often’ engaged in health promoting behaviors. 
 In the six subscales of the HPLP II, survey participants had the highest scores in 
individual spiritual growth (M = 3.20, Mean Range = 2.11 to 4.0); interpersonal relationships (M 
= 2.96, Mean Range1.89 to 4.0); and health responsibility (M = 2.71, Mean Range = 0.89 to 4.0).   
 Lower mean scores were obtained in nutrition (M = 2.60, Mean Range = 1.30 to 3.60); 
and stress management (M = 2.52, Mean Range = 1.50 to 3.75).  Physical activity had the lowest 
mean score of the HPLP II subscales (M = 2.36, Mean Range = 1.13 to 3.75).   
In summary, the lowest score of six subscales was exercise and the highest score of six 
subscales: spiritual growth (self-actualization). In addition, there were two items with mean 
values less than 2.0, indicating that survey participants seldom or never participated in the 
health-promoting behaviors of the following: 
 Attend educational programs on personal health care – score 1.94 
(Never participate - 42.00%)   
  Reach my target heart rate when exercising – score 1.94 
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(Never participate -40.38%) 
 
 The findings also showed that there were two items with mean values above than 3.5, 
indicating that survey participants often or routinely participated in the health-promoting 
behaviors of the following: 
 Believe that my life has purpose – score - 3 .51 
(Routinely - 62.75%) 
 Look forward to the future -  3.63  
(Routinely - 67.31%) 
   Summary  
 Overall, the HPLP mean score (2.6) for African American women, in this study was 
similar to Chen’s report (2.8) (sometimes - often health promotion behavior) on postpartum 
Taiwanese women (Chen et al., 2007). However, Chen’s highest score sub-category mean score 
was interpersonal relationship, and this study’s (African American) highest mean score sub-
category is spiritual growth. Lowest HPLPII mean score sub-category Chen’s (2007) and African 
American women in this study (physical activity) were the same.  
Strengths and Limitations 
Strengths 
The strength of the study design is its access to the most at risk interconceptual women, 
with the opportunity to reinforce a healthy lifestyle as they are attempting to engage in health-
promotion behaviors during the interconceptional period.   
Limitations 
The survey was limited to only three WIC locations, and therefore the data cannot be 
generalized to all WIC population in Philadelphia. In addition, the limitation of this study is the 
inability to eliminate confounding effects of the convenience sample. In the face of the 
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limitations, the pilot study initial results provide important direction for future research. 
Significance and Implications 
 According to Merry Kaye Moos (Moos, 2002), a member of the Select Panel stated that 
“the nation’s emerging interest in preconception health promotion presents an ideal opportunity 
for nurses to assume leadership roles in a new facet of women’s health care. The nursing 
profession is grounded in helping people achieve the highest level of wellness possible; given 
their current realities and this is the essence of preconception health promotion” (Moos, 2013, p.       
42). This descriptive pilot study focused on the interconception health behaviors and experiences 
as well as the preconception health indicators related factors of interconception. The knowledge 
gained will assist in developing culturally appropriate and sensitive health promotion services 
and interventions to low-income African- American young women between pregnancies 
(interconception). The findings of this study can provide preconception/interconception health 
services providers with information to develop and implement culturally sensitive health 
promotion strategies. The results and findings will be shared with WIC agency staff on a local 
and state level. The specific plans for dissemination will be developed with the executive staff of 
WIC. 
Future Research 
Local and regional future preconception research should further explore the Health 
Promotion Lifestyle Profile of low-income African American Women during interconception 
within all low-income neighborhoods in the city of Philadelphia.  The study design should exam 
the association between demographic variables, interconception individual characteristics and 
experiences preconception domains and the Health Promotion Lifestyle Profile according to 
geographic areas.  
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Appendix A – Data Collection Instrument / Survey 
Anonymous Survey - Postpartum Health Promotion Research Study 
 
The objective of this research study is to examine the healthy lifestyles of new moms after 
pregnancy.  The study is being conducted by a Drexel University doctoral nursing student 
Deborah Roebuck RN, MSN.  
 
Participation in this study requires the completion of this anonymous survey which includes: 1) 
Demographic Questions (such as age, gender, race, etc.); 2) Healthy Lifestyle Survey; and 3) 
Behaviors and Experiences After Pregnancy Questionnaire.  This anonymous survey should take 
you approximately 40 minutes to complete. Once the anonymous survey is completed your 
participation in this study will be over. 
 
This study has been approved by the Drexel University IRB.  Completion of this survey is 
voluntary and you may stop at any time. The information obtained in this survey will be kept 
anonymous and confidential. Thank you for your participation! 
 
Directions: Please respond to the following questions (check the correct box and/or enter 
your answers):   
 
1. What is your age ___    
 
2. What is your Gender?   
         Male  
 Female  
 Transgender 
 
3. What is your Ethnicity? 
 Hispanic or Latino  
 Non-Hispanic/ Non-Latino 
 
4.        What is your Race? 
 American Indian or Alaska Native  
 Asian 
 Black or African American  
 Native Hawaiian or Other Pacific Islander/ 
 White  
 More than one Race 
 Unknown 
 
5.  Are you married? 
 Yes 
 No 
 
6. Which of the following categories best describes your primarily area of employment 
(regardless of your actual position)? 
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 Student 
 Unemployed 
 Employed 
 
 
7.  Before you got pregnant with your new baby, did you ever have any other babies who were 
born alive? 
 No 
 Yes 
           
8.  If yes, how many babies?  
 1 
 2 
 3 
 4 
 5 
 6 
 7 
 8 
 
 
9.  What month was your new baby born? 
 January 
 February 
 March 
 April 
 May 
 June 
 July 
 August 
 September 
 October 
 November 
 December 
 
10. How was your new baby delivered? 
  Vaginally 
  Cesarean delivery (C-Section) 
 
11. What is your current Feeding practice? 
 Breastfeeding only 
 Combined breastfeeding and formula 
 Formula feeding only 
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DIRECTIONS: This section of the survey contains statements about your present way of 
life or personal habits. Please respond to each item as accurately as possible, and try not to 
skip any item. Indicate the frequency with which you engage in each behavior by selecting: 
 
N for never, S for sometimes, O for often, or R for routinely 
 
 
12. Discuss my problems and concerns with people close to me. N S O R 
13. Choose a diet low in fat, saturated fat, and cholesterol. N S O R 
14. Report any unusual signs or symptoms to a physician or other health professional. N S O R 
15. Follow a planned exercise program. N S O R 
16. Get enough sleep. N S O R 
17. Feel I am growing and changing in positive ways. N S O R 
18. Praise other people easily for their achievements. N S O R 
19. Limit use of sugars and food containing sugar (sweets). N S O R 
20. Read or watch TV programs about improving health. N S O R 
21. Exercise vigorously for 20 or more minutes at least three times a week (such as brisk 
walking, bicycling, aerobic dancing, using a stair climber). N S O R 
22. Take some time for relaxation each day. N S O R 
23. Believe that my life has purpose. N S O R 
24. Maintain meaningful and fulfilling relationships with others. N S O R 
25. Eat 6-11 servings of bread, cereal, rice and pasta each day. N S O R 
26. Question health professionals in order to understand their instructions. N S O R 
27. Take part in light to moderate physical activity (such as sustained walking  
       30-40 minutes 5 or more times a week). N S O R 
28. Accept those things in my life which I can not change. N S O R 
29. Look forward to the future. N S O R 
30. Spend time with close friends. N S O R 
31. Eat 2-4 servings of fruit each day. N S O R 
32. Get a second opinion when I question my health care provider's advice. N S O R 
33. Take part in leisure-time (recreational) physical activities (such as swimming,  
       dancing, bicycling).  N S O R 
34. Concentrate on pleasant thoughts at bedtime. N S O R 
35. Feel content and at peace with myself. N S O R 
36. Find it easy to show concern, love and warmth to others. N S O R 
37. Eat 3-5 servings of vegetables each day. N S O R 
38. Discuss my health concerns with health professionals. N S O R 
39. Do stretching exercises at least 3 times per week. N S O R 
40. Use specific methods to control my stress. N S O R 
41. Work toward long-term goals in my life. N S O R 
42. Touch and am touched by people I care about. N S O R 
43. Eat 2-3 servings of milk, yogurt or cheese each day. N S O R 
44. Inspect my body at least monthly for physical changes/danger signs. N S O R 
45. Get exercise during usual daily activities (such as walking during lunch, using  
      stairs instead of elevators, parking car away from destination and walking). N S O R 
46. Balance time between work and play. N S O R 
56 
 
47. Find each day interesting and challenging. N S O R 
48. Find ways to meet my needs for intimacy. N S O R 
49. Eat only 2-3 servings from the meat, poultry, fish, dried beans, eggs, & nuts group each day. N S 
O R 
50. Ask for information from health professionals about how to take good care of myself.  N S O 
R 
51. Check my pulse rate when exercising. N S O R 
52. Practice relaxation or meditation for 15-20 minutes daily. N S O R 
53. Am aware of what is important to me in life. N S O R 
54. Get support from a network of caring people. N S O R 
55. Read labels to identify nutrients, fats, and sodium content in packaged food. N S O R 
56. Attend educational programs on personal health care. N S O R 
57. Reach my target heart rate when exercising. N S O R 
58. Pace myself to prevent tiredness. N S O R 
59. Feel connected with some force greater than myself. N S O R 
60. Settle conflicts with others through discussion and compromise. N S O R 
61. Eat breakfast. N S O R 
62. Seek guidance or counseling when necessary. N S O R 
63. Expose myself to new experiences and challenges. N S O R 
 
Directions: Please respond to the following questions (check the correct box and/or enter 
your answers)   
  
64.  Are you or your husband or partner doing anything now to keep from getting pregnant? 
Some things people do to keep from getting pregnant include using birth control pills, condoms, 
withdrawal, or natural family planning. 
    No 
    Yes 
 
65. How tall are you without shoes?   Feet __________and   Inches ___________ 
 
66. How much do you weigh now?  Pounds: _______ 
             
67. What is your BMI (body mass index)?  BMI ___________ 
 
68. Would you say that in general your health is —? 
 Excellent 
 Very good 
 Good 
 Fair 
 Poor 
 
69. Have you smoked any cigarettes since delivery of your new infant?                            
   No 
   Yes  
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70. Have you had any alcoholic drinks since delivery of your new infant?  A drink is 1 glass of 
wine, wine cooler, can or bottle of beer, shot of liquor, or mixed drink. 
 No  
 Yes 
 
71.  Before this recent pregnancy do you have a  history of Type 1 or Type 2 diabetes (NOT the 
same as gestational diabetes or diabetes that starts during pregnancy)   
  No 
  Yes  
 
72. Before this recent pregnancy do you have a  history of High blood pressure or hypertension     
  No 
  Yes  
 
73. Before this recent pregnancy do you have a  history of Depression  
  No 
  Yes  
  
 
74. Before this recent pregnancy do you have a  history of Asthma  
  No 
  Yes                  
 
75. During your most recent pregnancy, were you told by a doctor, nurse, or other health care 
worker that you had gestational diabetes (diabetes that started during this pregnancy)? 
 No 
 Yes 
 
76. Do you currently have health insurance?  
  No  
  Yes 
 
77. Since your new baby was born, have you had a post-partum checkup for yourself? 
 No  
 Yes      
 
78. Since your new baby was born, how often have you felt down, depressed, or hopeless? 
 Always 
 Often 
 Sometimes 
 Rarely 
 Never 
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79. Since your new baby was born, how often have you had little interest or little pleasure in 
doing things? 
 Always 
 Often 
 Sometimes 
 Rarely 
 Never 
 
80. Since your new baby was born, did your husband or partner threaten you, limit your activities 
against your will, or make you feel unsafe in any other way? 
 No 
 Yes 
 
81. Since your new baby was born, did your husband or partner push, hit, slap, kick, choke, or 
physically hurt you in any other way? 
  No 
  Yes 
 
82. What is the highest level of education you have completed?  
 Less than high school  
 High School or equivalent 
 More than high school 
 
83. Are you currently enrolled in any kind of school, vocational or educational program? 
  No 
 Yes  
84. Since you delivered your new baby, would you have omeone to loan you $50  
  No  
 Yes 
 
85. Since you delivered your new baby, would you have someone to help you if I were sick and 
needed to be in  bed 
  No 
 Yes 
 
86. Since you delivered your new baby, would you have someone to talk with about your 
problems  
  No 
 Yes 
 
87. Since you delivered your new baby, would you have someone to take care of your baby  
  No  
 Yes 
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88. Since you delivered your new baby, would you have someone to help you if you were tired 
and feeling frustrated with your new baby 
  No  
 Yes 
 
 
Your participation is now complete. 
Thank you for participating in this study! 
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Appendix B – WIC Permission Letter 
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Appendix C – Recruitment Flyer 
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Appendix D –  IRB Approval Drexel University IRB 
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